Decompressive surgery for "pure" epidural hematomas: does neurosurgical expertise improve the outcome?
The goal of this study was to determine whether patients with "pure" epidural hematomas can now be transferred safely to a neurosurgical unit for decompression or whether general or orthopedic surgeons must still be prepared to perform emergency craniotomies. Between 1984 and 1996, 83 patients were surgically treated in our department for pure epidural hematomas, i.e., without associated intracranial lesions. The patient records were analyzed with respect to hematoma thickness, signs of herniation, delays from accident to decompression, results of any surgical attempts in local hospitals before admittance to our department, and clinical outcomes. The mortality rate was low (1 patient death, 1.2%). Seventy-nine patients (95%) experienced good or moderate outcomes (Glasgow Outcome Scale scores of 4 or 5). Twenty-four children all experienced good outcomes (Glasgow Outcome Scale scores of 5). The median delay from accident to decompression was 6.5 hours (mean, 7.1 h). When emergency surgery was attempted by general or orthopedic surgeons in local hospitals, the effective decompression was delayed (median, 4 h; mean, 12.5 h), and the final outcomes were considerably worse than for patients who were transferred without such surgical attempts. Patients with pure epidural hematomas have better prognoses than previously assumed. There is usually enough time to safely transfer patients to a neurosurgical unit, provided that transport is rapid and anesthesiological services are available during the transport. Surgeons without training in neurosurgery should not perform emergency craniotomies in local hospitals but, rather, should transfer patients as quickly as possible to the nearest department of neurosurgery.